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Background: Physical exercise has the potential to affect cognitive function, but most evidence to date focuses on
cognitive effects of fitness training. Cognitive exercise also may influence cognitive function, but many cognitive
training paradigms have failed to provide carry-over to daily cognitive function. Video games provide a broader,
more contextual approach to cognitive training that may induce cognitive gains and have carry over to daily
function. Most video games do not involve physical exercise, but some novel forms of interactive video games
combine physical activity and cognitive challenge.
Methods/Design: This paper describes a randomized clinical trial in 168 postmenopausal sedentary overweight
women that compares an interactive video dance game with brisk walking and delayed entry controls. The primary
endpoint is adherence to activity at six months. Additional endpoints include aspects of physical and mental health.
We focus this report primarily on the rationale and plans for assessment of multiple cognitive functions.
Discussion: This randomized clinical trial may provide new information about the cognitive effects of interactive
videodance. It is also the first trial to examine physical and cognitive effects in older women. Interactive video
games may offer novel strategies to promote physical activity and health across the life span.
The study is IRB approved and the number is: PRO08080012
ClinicalTrials.gov Identifier: NCT01443455Background
Physical exercise has the potential to affect cognitive
function, but most evidence to date focuses on cognitive
effects of aerobic training. [1-3] Cognitive exercise also
may influence cognitive function, but many cognitive
training paradigms have failed to provide transferto daily
cognitive function or have small effects. [2-4] Video
games provide a broader, more contextual approach to
cognitive training that may induce cognitive gains and
have carry over to daily function. [3,5] Most video games
do not involve physical exercise, but some novel forms
of interactive video games combine physical activity and
cognitive challenge [5,6].
The purpose of this report is to provide an overview of
a randomized clinical trial in postmenopausal sedentary
overweight women for effects on physical and cognitive* Correspondence: Jvj2@pitt.edu
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distribution, and reproduction in any mediumfunction, as well as other outcomes, of an interactive
video dance game compared to brisk walking and
delayed entry controls. We focus primarily on the
rationale and plans for assessment of multiple cognitive
functions.Potential cognitive effects of videodance games
Interventions to increase cognitive and sensorimotor skills
are of interest because they may be of benefit to persons
with neurological damage or to slow or reverse age-related
declines in visual, cognitive or motor skills. Skill learning
is defined as an improvement in perceptual, cognitive or
motor performance as a result of training [7]. The effects
of training persist for several weeks or months, as opposed
to adaptation, which is maintained only for brief periods
[8]. Novel skills are learned more quickly when trained
under variable conditions and variable priority training
leads to greater transfer and longer retention [9]. Learning
should generalize to other tasks that are based on similard Central Ltd This is an Open Access article distributed under the terms of the
/creativecommons.org/licenses/by/2.0), which permits unrestricted use,
, provided the original work is properly cited.
Table 1 Evidence about the effects of playing action
video games on aspects of cognition
Marked improvement No or little effect
Attention [18-21] (divided and
selective attention)
Judgment and problem
solving skills [22]
Visuo- spatial skills (speed of
processing [19,23-25], reaction
times [20,26], mental rotations
[22], processing in the
periphery [19,21])
Exogenous attention [25,26]
(alerting and orienting)
Short term memory [27,28]
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Overlap among these cognitive processes is the most
important aspect of training and transfer. See the excellent
review by Lustig et al [10]. However, generalization does
not occur with some types of training sessions, resulting in
significant barriers to the design of learning paradigms.
[11-13] Most often, for generalization to occur, sensori-
motor training tasks should include system interactions
that resemble aspects of the target general tasks.
However, in order to design a successful learning para-
digm, several obstacles must be overcome [7]. First, despite
humans' exceptional capacity for learning, this learning
tends to be highly specific. In the field of perceptual, motor
and cognitive learning, various studies have found no or
minimal generalization across conditions. Further, training
tasks can be boring, and unpleasant, decreasing the com-
pliance with the regimen, leading to poor results. Thirdly,
other factors such as mood and motivation can influence
performance. When designing a training paradigm, it is
important to consider these issues.
Some learning paradigms promote generalization to
novel tasks. Such paradigms tend to be more complex and
variable than many structured laboratory training tasks,
and often relate to real world experiences [4,7]. Several
forms of complex training that appear to demonstrate
generalization and carry over include action video games,
music and sports [7,14].
Visuomotor integration
Visual information is important for navigating toward and
around objects in the environment. The visual system must
deal with natural, complex scenes in everyday life, where
one is surrounded by a variety of potentially relevant stim-
uli. How does the visual system monitor the environment
and guide behavior, given constraints within attentional and
working memory systems? The visual system must detect
information about the features of an object and provide ap-
propriate feedback for the control and guidance of move-
ment at the time when it is needed. The motor system uses
that information to coordinate the appropriate movement
to maneuver. This issue is particularly relevant to locomo-
tion and fall prevention. Observers learn to represent suffi-
cient structure about the visual environment in order to
guide eye movement in a pro-active manner, in order to fix-
ate critical regions at the right time [15]. The accuracy of
perceptual-motor coordination depends on how well the
person updates a changing distance from the object [15].
Adaptation of the perceptual-motor systems occurs when
biomechanical activities adjust to changing visual informa-
tion in the environment. By utilizing the information from
the environment, a person perceives changes in body pos-
ition to target location and thus can avoid obstacles. Previ-
ous studies have examined practice strategies to improve
visuo-motor learning of novel tasks/skills [16,17].Video games as a tool to train cognitive skills
Not all video games equally influence cognitive skills;
learning depends on the goals of the game with effects
on different cognitive functions (Table 1).
Cognitive effects can be assigned to one or more of
five general categories [29]. First, action video games
require the player to monitor and react to multiple
objects in the periphery, and thus have the highest
impact on visual and attentional systems. Second are
sports and racing video games, which have the highest
impact on visual processing and reaction times. Third
are games like Tetris that require rapid visuo-motor
processing. They affect capacity for mental rotation and
memory, but are not as attentionally demanding as
action videos games, due to the limited number of
objects and actions. Fourth are strategy games, with the
highest impact on cognitive tactics and planning. Fifth,
puzzle games promote problem solving strategies,
assisted by mental imagery.
Interactive videodance games are a form of action video
game that also require physical activity. These games
require constant monitoring of the periphery for frequent
unpredictable events that require quick and accurate
responses. This monitoring places heavy demands on
visuo-attentional systems, as players need to keep track of
many moving objects while ignoring distracters. These
games also require precise visuo-motor control in order to
aim steps in space and time according to the sequence of
moving targets. There is a growing interest in the role of
action video game playing in training perceptual and
cognitive abilities [30]. Prior observational studies suggest
that video games may affect a wide variety of different
skills including improved hand- eye coordination [31],
increased processing in the periphery [18], enhanced
mental rotation skills [22], greater divided attention
abilities [19,20] and faster reaction times [23,24,26].
Action video games also appear to enhance attention in
a variety of tasks. For example, action game players out-
perform their peers on a multiple-object tracking task,
where participants must track many independently
moving objects [27]. Further, as a result of faster reaction
times, they process distractors flanking the targets more
Figure 1 Participant’s reaction time pre and post dance
intervention.
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shown to perform better on the useful field of view task
[18], which indexes a person's ability to deploy attention
over space [21]. Video gaming may therefore provide an
efficient training regimen to induce a general speeding of
perceptual reaction times without decreases in accuracy of
performance.
Some video games combine multiple strategies and
may affect multiple cognitive domains. For example, play
may require simultaneous performance of executive
tasks (decision making, dual tasking), visual attention
tasks (multiple object tracking, distractor rejection),
visuomotor tasks (e.g. navigating), and rapid object
recognition. Our clinical trial is designed to examine the
effects of video based dancing on several aspects of
cognition using a set of cognitive performance measures.
Neuroimaging Paradigms to Test Effects on Brain
Function
Interactive videodance relies on rapid decision-making
under divided attention conditions, requires multiple
object recognition and tracking, and distractor rejection.
Video dance also places demands on aerobic fitness, which
may also enhance brain function [1,3]. This clinical trial
hypothesizes that the combined cognitive/exercise inter-
vention of interactive video dance will lead to improved
visuo- and perceptual-motor speed-of-processing and will
be associated with enhanced functional activity in regions
important for these domains, specifically the cortical
fronto-parietal networks [32,33].
Previously, we performed a functional MRI study
ancillary to a pilot uncontrolled trial of interactive video
dance using the computerized version [34] of the digit
symbol substitution task (DSST), a test of psychomotor
performance. We chose this test for several reasons: first,
because the DSST test is particularly sensitive to cognitive
changes associated with aging [34,35] and it relies on
functional domains (incidental memory, perceptual
organization, visuomotor coordination, selective attention
and ability to filter out irrelevant information) [36] that
overlap with those required to perform videodance. This
test also has high test-retest reliability [37] and has been
validated it in independent studies [38,39]. Specifically,
there is a significant correlation (p< 0.001) between the
accuracy of the computerized version of this test and the
pencil and paper test score. Finally, we have shown that in
older adults, greater DSST accuracy is associated with
greater fMRI signal within specific information processing
regions, including the left dorsolateral prefrontal cortex
[40] and that a physical activity intervention [38] is
associated with greater DSST performance and neural
activation within these areas.
The pilot study obtained brain fMRI data of 5 women
(mean age: 55.4 years, std deviation: 6.46 years) before andafter vidoedancing for 6-weeks, twice a week (average num-
ber of days between scans: 54 days with standard deviation
11.59 days).
The task and the Region of interest analyses have been
described elsewhere. [38-43] Briefly, fMRI were acquired
with a 3 T Siemens Trio MR scanner using EPI sequence
(axial view, TR=2 s, TE=32 ms, thickness= 3 mm) and a
block design task of the computerized version of the DSST.
Accuracy (number of corrected symbols) and reaction time
(time in seconds to respond) were measured. The data was
preprocessed (motion corrected, normalized and smooth)
and analyzed using SPM5 [44]. Participants were instructed
on the task outside the magnet for as long as needed to
familiarize them with the task (usually 5–10 min).
All 5 participants responded more quickly (Figure.1)
and showed greater brain activation (Figure.2) in the post-
vs. pre-intervention testing. Differences in activation were
significant in the hypothesized regions (left middle frontal
gyrus, right inferior parietal lobule) as well as in the left
angular gyrus. Accuracy among these midlife women was
already 100% (0%) before the intervention and remained
high afterwards [98.38% (2.31%)].
Our pilot findings suggest that interactive videodance is
associated with increased fronto-parietal network activation
and a trend towards improved reaction time. We also
learned that this specific task may be too ‘easy’ for midlife
women. In the ongoing clinical trial we have modified our
approach to add a task-switching component to the fMRI
paradigm. Faster performance on task-switching tasks was
associated with higher physical activity levels, in one study
[45] And expert videogamers outperform their more novice
peers on paradigms involving task-switching [28] Given the
importance of preparing for and switching tasks in the
DDR game, we hypothesize that the task-switch paradigm
would test whether the DDR intervention improves cogni-
tion, and executive function in particular.
Figure 2 Spatial distribution of functional brain MRI activation.
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This is a 6 month randomized clinical trial comparing video
dance, brisk walking and delayed entry controls. The inter-
ventions have two phases; a 12 week initiation phase with
substantial structure and supervision, followed by a 12 week
transition phase, with reduced structure and supervision.
Participants are 168 overweight or obese, sedentary post-
menopausal women aged 50 to 65; 60 in each exercise arm
and 48 in the wait list control group.
The following research questions will be assessed:
1. Is exercise adherence at 6 months better with video
dance games compared to brisk walking?
2. Does video dance game exercise compared to wait
list controls, induce beneficial changes in physical
and mental health?
3. Does video dance game exercise compared to brisk
walking better promote balance, attention and visual
spatial skills, without loss of benefit to
cardiovascular fitness?
4. Is video dance preferred to brisk walking for exercise
among postmenopausal women? If so, who and
why?
Rationale
Post menopausal women are an important target group for
promoting physical and mental health through exercise.
The menopausal transition and beyond is associated with
adverse changes in body composition (bone, fat and
muscle), worsening vascular health and negative effects on
glucose and lipid metabolism. [46-48] Adverse symptoms
related to cognition, mood and sleep increase in frequency.
[49,50] It is well known that spontaneous physical activity
decreases with aging in all animal species, including
humans, suggesting that there are underlying age-related
processes that affect desire for activity. [51] Women are less
active as they age; over 30% of women >50 years old report
no physical activity in the last month, inactivity continues
to increase with further aging and is higher among ethnic
minorities than Caucasians. [52,53] Barriers to physical
activity abound; women report that exercise can be boring
and they don’t like to compete with others. They prefer
challenge without competition, fun, opportunities to focuson oneself as well as opportunities to interact with others
[54]. Menopausal women report problems with time,
motivation, competing obligations, and environmental
barriers. [55] Dancing appeals to some women as a form of
exercise. Some forms of dance promote fitness, strength,
balance, weight loss and possibly bone health in postmeno-
pausal and aging women [56-59]. In our pilot study of
videodance in postmenopausal women, over 90% of partici-
pants said dancing was fun and that they would recom-
mend dancing to others; 75+% asked to continue dancing,
liked to choose music and dances, felt dancing helped to
meet their physical activity goals, and helped improve
coordination, attention, fitness and weight. [60] Dancing
has been reported to be associated with reduced risk of
dementia. [59] Dancing is also remarkably safe, with a low
injury rate. [10,61] In addition, the aesthetic pleasures of
music and dance may play an important role in motivation.
[62]
Interactive video dance games may serve as an attractive
exercise option for postmenopausal women. To date, there
is no published conceptual framework that integrates com-
puter game psychology with health behavior psychology,
although the “games for health” movement emphasizes the
recreational nature of games as a key to motivation [63].
Physical activity may be perceived by some adults as more
duty than leisure; as unpaid work rather than as tempta-
tion. In other words, when it comes to physical activity,
kids play, adults “work out”. Video dance and other inter-
active games might promote adherence to physical activity
by aligning delayed and immediate rewards, combining
duty with pleasure and leisure, and turning unpaid work
into temptation.
Sample
Participants must be female, age 50–65, not currently
exercising at least 20 min, three times per week, and have
a BMI of 25 or higher. Exclusions are largely related to
medical safety and include history of osteoporosis, osteo-
porotic fractures, active cardiovascular disease, uncon-
trolled hypertension, weight bearing pain that would limit
exercise, seizure disorder or any medical condition or
medication that would limit the safety of the study. The
study has been approved by the institutional review board
and all subjects sign informed consent.
Interventions
The three interventions are characterized in the following
paragraphs.
Both exercise interventions are designed to offer equiva-
lent contact with staff, access to center exercise resources,
similar education about exercise and comparable weaning
to independent exercise after 3 months. The main differ-
ence between the two exercise arms is the type of exercise
(dance versus brisk walking). Delayed entry controls
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are then offered their preferred choice of video dancing
and/or walking.
Walking
The overall goal is to increase the duration and speed of
walking, using structure and supervision for the first
three months, followed by reduced support in the sec-
ond three months. At the beginning of each walking ses-
sion, the participant performs a 5 min warm-up
consisting of lower extremity stretches. For the first two
week initiation phase, each participant must come to the
exercise center at least twice a week and walk on the
180-ft oval indoor track for 30 min, alone or in small
groups. They are encouraged to gradually increase effort
and duration to a target of 150 min per week of brisk
walking [64,65], using the track or their own preferred
walking location. The number of laps to yield various
total distances is posted in the area. Participants are
taught to use Borg’s ratings of perceived exertion [66]
and self-monitored heart rate to target their level of ac-
tivity. During the two week initiation phase, a research
assistant is present in the walking area, to provide assist-
ance and advice, and to maintain equivalent attention to
the dance exercise arm. The research assistant keeps a
record of the participant’s Borg ratings, measures pulse
and blood pressure weekly, keeps the overall record of
session participation, records participant comments,
makes observations, and records reasons for missed
sessions as reported by the participant. Prior to progres-
sion and independent exercise, the research staff mem-
ber will confirm that the participant has safe blood
pressure values with exercise (eg does not drop
20 mmHg or increase to over 160 mmHg with exercise.
After the first two weeks, the next 10 weeks include
once weekly supervised sessions and additional sessions
either at the center or in preferred community settings.
The recommended goal is a minimum of 150 min per
week of exercise in sessions of at least 10–15 min dur-
ation. Participants may elect to exercise alone or with
another participant, and begin to keep their own record
of session participation. Participants are given ped-
ometers in order to help them monitor their progress
and track their daily steps. After 12 weeks, the partici-
pant enters a transition phase for a further 3 months.
During this time, the participant may sign up for as
many unsupervised walking sessions as they wish at the
Center and/or can walk in other settings as preferred.
Video dancing
This intervention uses a commercially available product
called Dance Dance Revolution (DDR) (Konami). This
video-game based dancing system uses a game player,
force sensing pad and software. Nothing is attached tothe body. This version of interactive video dance games
is played while standing on a dance pad of about 3 ft by
3 ft, on which there are four 1 ft squares. On each
square there is an arrow pointing either forward, back-
ward, right or left. For the version used here, the pad is
connected to a video monitor via a videogame system.
The monitor provides direction to the player via a sys-
tem of scrolling arrows which typically rise from the bot-
tom to the top of the screen. As the arrows scroll, they
cross a set of corresponding arrow silhouettes. The dan-
cer must step on the corresponding dance pad arrow as
the scrolling arrow crosses its silhouette. The player can
also be asked to hop on to two arrows at once. The step
sequences are set to a wide range of music and become
more complex and frequent as the dancer gains skill.
The step frequency and pattern of beginner dances is
like marching or walking, but the game gradually intro-
duces more varied rates and irregular patterns, that may
challenge fitness, coordination, attention and muscle
power. Most single dances last 90 s to two minutes. The
game provides feedback in two ways; a report of accur-
acy concurrent with each single arrow, and after each
dance via a “results screen” which provides a “grade”
and a summary of step accuracy. As the dancer gains
skill, the grade improves and the dancer can “win” new
dances.
Participants who are randomized to the dancing arm
first receive a full orientation to the structure and navi-
gation of the system and the controls by our trained re-
search staff. During the two week initiation phase, each
participant begins with a series of 8 orientation lessons
are available in the dance program, while receiving ad-
vice and encouragement from a staff member. Partici-
pants who have mastered the lessons then select from
the Beginner Level of dances and perform at least 4
supervised 30 min sessions over the 2 week initiation
phase. During this time, they are taught to navigate the
game system on their own. At the beginning of each
dance session, the participant performs a 5 min warm-
up consisting of walking and lower extremity stretches.
By the end of the initiation phase, the participant is
expected to demonstrate the ability to navigate the game
system and confirm safe blood pressure values with ex-
ercise. After the initiation phase, and for the rest of the
first 3 months, the participant is expected to attend at
least one supervised session per week. Participants may
use the center for additional, unsupervised sessions and/
or they can take a dance system home. Those who take
a system home are instructed in system assembly and
trouble shooting. After the first 12 weeks, the dancers
transition to a period of independent activity for 12
more weeks.
Both exercise arms receive brief behavioral interven-
tion sessions for safety orientation, exercise education
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is separated by treatment arm.
Delayed entry control
Participants who are randomized to the delayed entry
non-exercise control group receive the American Heart
Association pamphlet, but no direct support for exercise
implementation. After they have completed six months
of follow up, they are invited to select any combination
of dancing and walking that they prefer and then receive
support and instruction according to the protocols
described above.
Measures
Adherence, the primary outcome, is assessed as minutes
per week of moderate or greater physical exercise activ-
ity assessed using accelerometers and activity diaries. En-
durance is assessed by timed 2 km walk [67] strength by
one repetition max (1-RM) knee extension, body com-
position by Lunar Prodigy DXA scanner for lean body
mass and total fat mass, abdominal obesity by waist cir-
cumference, vascular health by blood pressure, pulse,
lipid levels, fasting glucose, fasting insulin and C reactive
protein, and balance by timed one foot stand [68] and
timed narrow walk [69]. We also assess demographics
(age, ethnicity, education, occupation, living situation,
family structure and income group), medical conditions
and medications by self reported data on physician diag-
nosis of medical conditions [70] and current prescribed
and over the counter medications, sleep quality by Pitts-
burgh Sleep Quality Index [71], mood by CES-D [72],
menopausal history and current symptoms by the Stages
of Reproductive Aging Workshop [73] and the MENO-
QOL [74], balance confidence by the Activities-specific
Balance and Confidence Scale (ABC)) [75], exercise and
computer use history by the Historical Leisure Activities
Questionnaire (HLAQ) [76]. We modified the HLAQ to
include 6 cognitive leisure activities, as well as computer
and computer game use. We assess self-efficacy for exer-
cise by the Self-efficacy for exercise scale (SEE) [77], per-
sonality by the NEO Personality Inventory [78](REF),
and leisure preferences and exercise enjoyment by the
Physical Activity Enjoyment Scale [79] and items from a
computer game enjoyment inventory [80].
Cognitive Domains to Be Assessed in the Clinical Trial
We use elements of the Repeatable Battery for the Assess-
ment of Neuropsychological Status (RBANS) to assess two
cognitive domains [81].The visuospatial/constructional
domain is assessed with two subtests: a) copying a complex
figure and b) line orientation (matching lines of varying
spatial orientation to a given sample). The attention
domain is also assessed by two subtests that require
focused concentration and rapid shifting of attentionbetween presented stimuli. To measure attention deploy-
ment and visuo-spatial skills, participants also perform the
Useful Field of View test (UFOV) [82] and Step Reaction
Tasks (SRTs) [83]. The Useful Field of View test is a com-
puter-based measure, where participants are seated in front
of a computer screen and must localize a quickly flashed
target among a multitude of distractors. The UFOV pro-
vides a controlled laboratory paradigm to assess selective
and divided attention, assessing deployment of visual atten-
tion over space. It has been shown to be a good predictor
of driving accident rates in older persons [84]. In the Step
Reaction Tasks, participants step in varying directions
(front, back, left or right) in response to a visual cue from a
computer screen, while wearing thin force-sensors attached
to the soles of the shoes. The tests vary in cognitive com-
plexity and the amount of motor planning required for
stepping after the visual cue is given. Data is collected as
reaction time to the varying visual cues.
FMRI assessment, the neuroimaging element of the trial
is performed on a subset of participants who volunteer to
participate in this substudy. Participants from all three
arms are eligible. Participants are being scanned on a
Siemens 3 T Allegra scanner with the acquisition of high-
resolution anatomical images, diffusion-weighted imaging
for the assessment of white matter integrity, a resting state
scan to determine resting state functional connectivity, and
two task-evoked fMRI paradigms. One of the task-evoked
paradigms, the DSST has been described in detail above.
In addition to the DSST, a task-switching paradigm is also
being implemented. The task-switching paradigm requires
the participant to respond to whether letters presented on
a computer display are in an uppercase or lowercase font
or to identify whether the letter is a consonant or a vowel.
In this task-switching paradigm the participant is provided
with a cue instructing them as to which task to perform in
the upcoming trial. When the participant performs the
same task sequentially (e.g. uppercase/lowercase judgment
followed by another uppercase/lowercase judgment), the
condition is considered a ‘repeat’ trial. However, when the
participant performs one task that is followed by the alter-
native task (e.g. uppercase/lowercase judgment followed by
a consonant/vowel judgment) the condition is considered a
‘switch’ trial. Switch trials take longer to perform than
repeat trials, a difference in response times often referred
to as a ‘switch cost’. Older adults often show larger switch
costs than younger adults, yet some aerobic exercise inter-
ventions have found that training can improve task-switch
performance and reduce switch costs [45]. Task-switching
is often considered an exemplar of an executive function-
ing task and is supported by prefrontal and parietal brain
circuits [28]. The benefit of using the task-switching para-
digm in this study is that it requires cognitive skills that are
commonly used in video game performance including
executive control and psychomotor control. In addition,
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tasks is an inherent component of most video games and
expert video gamers outperform their more novice peers
on task-switching tasks [25]. Hence, we reasoned that task-
switching might not only be amenable to a dancing inter-
vention, but the brain networks involved in supporting
task-switching performance might be the most affected by
the training intervention.
Analyses
Randomization is based on a computer based random
number generator which creates assignments that are
numbered sequentially and placed in sealed envelopes.
Participants are assigned to a treatment arm by opening
the next numbered envelope after they have completed the
consent and baseline assessment process. The study
sample size was determined based on achieving 80% power
to detect a 20 min difference in minutes per week of phys-
ical activity at 6 months between dancers and walkers, with
the target recruited sample increased by 15% to account
for potential dropouts. To determine whether video dance
induces greater changes in health indicators, compared to
controls, we will compare change from baseline to post
intervention between groups. To examine whether video
game dance activity is superior to brisk walking in promot-
ing balance, attention and visual-spatial skills, we will
compare baseline to post intervention changes between
dance and brisk walking groups. To assess factors that
influence activity preference, we will compare final scores
on the Physical Activity Enjoyment Scale between dancers
and walkers and compare minutes dancing versus walking
among delayed entry controls during their phase of free
choice activity.
Conclusion
This randomized clinical trial may provide new information
about the cognitive effects of interactive videodance. It is
also the first trial to examine physical and cognitive effects
in older women. Interactive video games may offer novel
strategies to promote physical activity and health across the
life span.
Acknowledgements
This work is funded in part by grants from the National Institute on Aging
T32 AG 021885 and P30 AG024827
Financial Support
This work was funded internally by pilot funds and Dr. Studenski's private
accounts:
(Internal Pilot Fund P30) – 05 35452 xxxx 00000 118135 00000
(SEED- private account) 04 35452 xxxx 25524
It was supported in part by the following grants: AG 021885, AG024827
Author details
1School of Medicine, University of Pittsburgh, Pittsburgh, USA. 2School of
Public Health, University of Pittsburgh, Pittsburgh, USA. 3Department of
Psychology, University of Pittsburgh, Pittsburgh, USA.Competing Interests
Jovancevic: none. Rosano: none. Perera: none. Erickson: none. Studenski: Dr.
Studenski previously received grant support from Humana Inc. for studies
related to aging and videodance.
Authors’ contributions
JJ planned the tests of visual attention and step reaction times and drafted
the manuscript. CR and KE planned the neuroimaging approach and
collected and analyzed the preliminary imaging data., SP planned the
statistical analyses and advised on study design and power. SS designed the
trial, collected preliminary data and drafted the manuscript. All authors
reviewed and approved the final manuscript. .
Received: 13 October 2011 Accepted: 6 June 2012
Published: 6 June 2012
References
1. Angevaren M, Aufdemkampe G, Verhaar HJ, Aleman A, Vanhees L: Physical
activity and enhanced fitness to improve cognitive function in older
people without known cognitive impairment. Cochrane Database Syst Rev
2008, 2:CD00538.
2. Plassman BL, Williams JW Jr, Burke JR, Holsinger T, Benjamin S: Systematic
review: factors associated with risk for and possible prevention of
cognitive decline in later life. Ann Intern Med 2010, 153(3):182–193.
3. Lustig C, Shah P, Seidler R, Reuter-Lorenz PA: Aging, training, and the
brain: a review and future directions. Neuropsychol Rev 2009, 19(4):504–
522.
4. Gates N, Valenzuela M: Cognitive exercise and its role in cognitive
function in older adults. Curr Psychiatry Rep 2010, 12(1):20–27.
5. Lange BS, Requejo P, Flynn SM, et al: The potential of virtual reality and
gaming to assist successful aging with disability. Phys Med Rehabil Clin N
Am 2010, 21(2):339–356.
6. Rosenberg D, Depp CA, Vahia IV, et al: Exergames for subsyndromal
depression in older adults: a pilot study of a novel intervention. Am J
Geriatr Psychiatry 2010, 18(3):221–226.
7. Green CS, Bavelier D: Exercising your brain: a review of human brain
plasticity and training-induced learning. Psychol Aging 2008, 23(4):692–
701.
8. Bastian AJ: Understanding sensorimotor adaptation and learning for
rehabilitation. Curr Opin Neurol 2008, 21(6):628–633.
9. Kramer A, Larish J, Weber T, Bardell L: Training for executive control: task
coordination strategies and aging. In Attention and Performance XVII.
Edited by Gopher D, Koriat A. Cambridge, MA: MIT Press; 1999.
10. Linattiniemi S, Jokelainen J, Luukinen H: Fall risk among a very old home-
dwelling population. Scand J Prim Health Care 2009, 27(1):25–30.
11. Martin TA, Keating JG, Goodkin HP, Bastian AJ, Thach WT: Throwing while
looking through prisms. Specificity and storage of multiple gaze-throw
calibrations. Brain 1996, 119(Pt 4):1199–1211.
12. Allaire JC, Marsiske M: Intraindividual variability may not always indicate
vulnerability in elders' cognitive performance. Psychol Aging 2005, 20
(3):390–401.
13. Ball K, Berch DB, Helmers KF, et al: Effects of cognitive training
interventions with older adults: a randomized controlled trial. JAMA 2002,
288(18):2271–2281.
14. Ericsson KA, Lehmann AC: Expert and exceptional performance: evidence
of maximal adaptation to task constraints. Annu Rev Psychol 1996, 47:273–
305.
15. Jovancevic-Misic J, Hayhoe M: Adaptive gaze control in natural
environments. J Neurosci 2009, 29(19):6234–6238.
16. Commins S, Cunningham L, Harvey D, Walsh D: Massed but not spaced
training impairs spatial memory. Behav Brain Res 2003, 139(1–2):215–223.
17. Roller CA, Cohen HS, Kimball KT, Bloomberg JJ: Variable practice with
lenses improves visuo-motor plasticity. Brain Res Cogn Brain Res 2001, 12
(2):341–352.
18. Green CS, Bavelier D: Effect of action video games on the spatial
distribution of visuospatial attention. J Exp Psychol Hum Percept Perform
2006, 32(6):1465–1478.
19. Dye MW, Green CS, Bavelier D: Increasing speed of processing with action
video games. Curr Dir Psychol Sci 2009, 18(6):321–326.
20. Greenfield PM, DeWinstanley P, Kilpatrick H, Kaye D: Action video games
and informal education: effects on strategies for dividing visual
Jovancevic et al. BMC Geriatrics 2012, 12:23 Page 8 of 9
http://www.biomedcentral.com/1471-2318/12/23attention. J Appl Dev Psych 1994, 15:105–123.
21. Ball KK, Beard BL, Roenker DL, Miller RL, Griggs DS: Age and visual search:
expanding the useful field of view. J Opt Soc Am A 1988, 5(12):2210–2219.
22. Sims VK, Mayer RE: Domain specificity of spatial experise.The case of
video game players. Applied Cognitive Psychology 2002, 16:97–115.
23. Bialystok E: Effect of bilingualism and computer video game experience
on the Simon task. Can J Exp Psychol 2006, 60(1):68–79.
24. Clark JE, Lanphear AK, Riddick CC: The effects of videogame playing on
the response selection processing of elderly adults. J Gerontol 1987, 42
(1):82–85.
25. Dye MW, Green CS, Bavelier D: The development of attention skills in
action video game players. Neuropsychologia. 2009, 47(8–9):1780–1789.
26. Castel AD, Pratt J, Drummond E: The effects of action video game
experience on the time course of inhibition of return and the efficiency
of visual search. Acta Psychol (Amst) 2005, 119(2):217–230.
27. Green CS, Bavelier D: Enumeration versus multiple object tracking: the
case of action video game players. Cognition 2006, 101(1):217–245.
28. Boot WR, Kramer AF, Simons DJ, Fabiani M, Gratton G: The effects of video
game playing on attention, memory, and executive control. Acta Psychol
(Amst) 2008, 129(3):387–398.
29. Achtman RL, Green CS, Bavelier D: Video games as a tool to train visual
skills. Restor Neurol Neurosci 2008, 26(4–5):435–446.
30. Green CS, Bavelier D: The Cognitive Neuroscience of Video Games. New York:
Peter Lang; 2006.
31. Griffith JL, Voloschin P, Gibb GD, Bailey JR: Differences in eye-hand motor
coordination of video-game users and non-users. Percept Mot Skills 1983,
57(1):155–158.
32. Rosano C, Aizenstein H, Cochran J, et al: Functional neuroimaging
indicators of successful executive control in the oldest old. Neuroimage
2005, 28(4):881–889.
33. Rosano C, Aizenstein HJ, Cochran JL, et al: Event-related functional
magnetic resonance imaging investigation of executive control in very
old individuals with mild cognitive impairment. Biol Psychiatry 2005, 57
(7):761–767.
34. Salthouse TA, Rhee S: How localized are age-related effects on
neuropsychological measures? Neuropsychology 1996, 10:272–285.
35. Salthouse TA: The role of memory in the age decline in digit-symbol
substitution performance. J Gerontol 1978, 33(2):232–238.
36. Wechsler Adult Intelligence Scale- revised ed. : San Antonio Psychological
Corporation
37. Matarazzo J, Herman D: Base rate data for the WAIS-R: test-retest stability
and VIQ-PIQ differences. J Clin Neuropsychol 1984, 6:351–366.
38. Rosano C, Venkatraman VK, Guralnik J, et al: Psychomotor speed and
functional brain MRI 2 years after completing a physical activity
treatment. J Gerontol A Biol Sci Med Sci 2010, 65((6):639–647.
39. Venkatraman VK, Aizenstein H, Guralnik J, Venkatraman VK, Aizenstein H,
Guralnik J, et al: Executive control function, brain activation and white
matter hyperintensities in older adults. Neuroimage 2010, 49(4):3436–
3442.
40. Venkatraman VK, Aizenstein H, Guralnik J, et al: Executive control function,
brain activation and white matter hyperintensities in older adults.
Neuroimage. 2010, 49(4):3436–3442.
41. Aizenstein HJ, Butters MA, Wu M, et al: Altered functioning of the
executive control circuit in late-life depression: episodic and persistent
phenomena. Am J Geriatr Psychiatry 2009, 17(1):30–42.
42. Peiffer A, Rosano C, Laurienti PJ: Does the default mode network influence
executive functioning? NeuroImage 2009, 47(S1):S109.
43. Rosano C, Venkatraman VK, Guralnik J, et al: Psychomotor speed and
functional brain MRI 2 years after completing a physical activity
treatment. J Gerontol A Biol Sci Med Sci 2009, 65(6):639–647.
44. Friston K: Statistical parametric maps in functional imaging: a general
approach. Human Brain Mapping 1995, 2:189–201.
45. Kramer AF, Colcombe SJ, McAuley E, Scalf PE, Erickson KI: Fitness, aging
and neurocognitive function. Neurobiol Aging 2005, 26(Suppl 1):124–127.
46. Carr MC: The emergence of the metabolic syndrome with menopause. J
Clin Endocrinol Metab 2003, 88(6):2404–2411.
47. Matthews KA, Meilahn E, Kuller LH, Kelsey SF, Caggiula AW, Wing RR:
Menopause and risk factors for coronary heart disease. N Engl J Med
1989, 321(10):641–646.
48. Stenchever. Physiologic alterations. COmprehensive Gynecology 4th ed:
Mosby; 2001.49. NIH: State-of-the-science conference statement on management of
menopause-related symptoms. NIH Consens State Sci Statements 2005, 22
(1):1–38.
50. Bromberger JT, Matthews KA, Schott LL, et al: Depressive symptoms
during the menopausal transition: The Study of Women's Health Across
the Nation (SWAN). J Affect Disord 2007, 103:267–272.
51. Wilkin TJ, Mallam KM, Metcalf BS, Jeffery AN, Voss LD: Variation in physical
activity lies with the child, not his environment: evidence for an
'activitystat' in young children (EarlyBird 16). Int J Obes (Lond) 2006, 30
(7):1050–1055.
52. : Adult participation in recommended levels of physical activity–United
States, 2001 and 2003. MMWR Morb Mortal Wkly Rep 2005, 54(47):1208–
1212.
53. Trends in leisure-time physical inactivity by age: sex, and race/ethnicity–
United States, 1994–2004. MMWR Morb Mortal Wkly Rep 2005, 54(39):991–
994.
54. Brooks F, Magnusson J: Physical activity as leisure: the meaning of
physical activity for the health and well-being of adolescent women.
Health Care Women Int 2007, 28(1):69–87.
55. Speck BJ, Harrell JS: Maintaining regular physical activity in women:
evidence to date. J Cardiovasc Nurs 2003, 18(4):282–291. quiz 292–
283.
56. Federici A, Bellagamba S, Rocchi MB: Does dance-based training improve
balance in adult and young old subjects? A pilot randomized controlled
trial. Aging Clin Exp Res 2005, 17(5):385–389.
57. Shigematsu R, Chang M, Yabushita N, et al: Dance-based aerobic exercise
may improve indices of falling risk in older women. Age Ageing 2002, 31
(4):261–266.
58. Shimamoto H, Adachi Y, Takahashi M, Tanaka K: Low impact aerobic dance
as a useful exercise mode for reducing body mass in mildly obese
middle-aged women. Appl Human Sci 1998, 17(3):109–114.
59. Verghese J: Cognitive and mobility profile of older social dancers. J Am
Geriatr Soc 2006, 54(8):1241–1244.
60. Inzitari M, Greenlee A, Hess R, Perera S, Studenski SA: Attitudes of
postmenopausal women toward interactive video dance for exercise. J
Womens Health (Larchmt) 2009, 18(8):1239–1243.
61. Powell KE, Heath GW, Kresnow MJ, Sacks JJ, Branche CM: Injury rates from
walking, gardening, weightlifting, outdoor bicycling, and aerobics. Med
Sci Sports Exerc 1998, 30(8):1246–1249.
62. Wikstrom BM: Older adults and the arts: the importance of aesthetic
forms of expression in later life. J Gerontol Nurs 2004, 30:30–36.
63. Changemakers. Why Games Matter: A Prescription for Improving Health and
Health Care. http://www.changemakers.net/en-us/node/20/competition/
framework.
64. Nelson ME, Rejeski WJ, Blair SN, et al: Physical activity and public health in
older adults: recommendation from the american college of sports
medicine and the american heart association. Circulation 2007, 116
(9):1094–1105.
65. Haskell WL, Lee IM, Pate RR, et al: Physical activity and public health:
updated recommendation for adults from the american college of sports
medicine and the american heart association. Circulation 2007, 116
(9):1081–1093.
66. Borg G: Perceived exertion and pain scales. Illinois: Champaign; 1988.
67. Laukkanen R, Oja P, Pasanen M, Vuori I: Validity of a two kilometer walking
test for estimating maximal aerobic power in overweight adults. Int J
Obes Relat Metab Disord 1992, 16(4):263–268.
68. Simonsick EM, Newman AB, Nevitt MC, et al: Measuring higher level
physical function in well-functioning older adults: expanding familiar
approaches in the Health ABC study. J Gerontol A Biol Sci Med Sci 2001, 56
(10):M644–649.
69. Shumway-Cook A, Guralnik JM, Phillips CL, et al: Age-associated declines in
complex walking task performance: the Walking InCHIANTI toolkit. J Am
Geriatr Soc 2007, 55(1):58–65.
70. Rigler SK, Studenski S, Wallace D, Reker DM, Duncan PW: Co-morbidity
adjustment for functional outcomes in community-dwelling older adults.
Clin Rehabil 2002, 16(4):420–428.
71. Buysse DJ, Reynolds CF 3rd, Monk THE, Berman SR, Kupfer DJ: The
Pittsburgh Sleep Quality Index: a new instrument for psychiatric practice
and research. Psychiatry Res 1989, 28(2):193–213.
72. Radloff L: The CES-D scale: a self-report depression scale for research in
the general population. Appl Psychol Measurement 1979, 1(3):385–401.
Jovancevic et al. BMC Geriatrics 2012, 12:23 Page 9 of 9
http://www.biomedcentral.com/1471-2318/12/2373. Den Tonkelaar I, Broekmans FJ, De Boer EJ, et al: The stages of
reproductive aging workshop. Menopause 2002, 9(6):463–464. author reply
464–465.
74. Hilditch JR, Lewis J, Peter A, et al: A menopause-specific quality of life
questionnaire: development and psychometric properties. Maturitas 1996,
24(3):161–175.
75. Powell LE, Myers AM: The activities-specific balance confidence (ABC)
scale. J Gerontol A Biol Sci Med Sci 1995, 50A(1):M28–34.
76. Kriska AM, Knowler WC, LaPorte RE, et al: Development of questionnaire to
examine relationship of physical activity and diabetes in Pima Indians.
Diabetes Care 1990, 13(4):401–411.
77. Resnick B, Jenkins LS: Testing the reliability and validity of the self-
efficacy for exercise scale. Nurs Res 2000, 49(3):154–159.
78. Young MS, Schinka JA: Research validity scales for the NEO-PI-R:
additional evidence for reliability and validity. J Pers Assess 2001, 76
(3):412–420.
79. Kendzierski D, De Carlo KJ: Physical activity enjoyment scale: two
validation studies. Journal of Sport and Exercise Physiology 1991, 13:50–64.
80. Wood RT, Griffiths MD, Chappell D, Davies MN: The structural
characteristics of video games: a psycho-structural analysis. Cyberpsychol
Behav 2004, 7(1):1–10.
81. Randolph C: Repeatable Battery for the Assessment of Neuropsychological
Status: The Psychological Corporation. Texas: San Antonio; 1998.
82. Ball K, Sekuler R: A specific and enduring improvement in visual motion
discrimination. Science 1982, 218(4573):697–698.
83. Sparto PJ, Aizenstein HJ, Vanswearingen JM, et al: Delays in auditory-cued
step initiation are related to increased volume of white matter
hyperintensities in older adults. Exp Brain Res 2008, 188(4):633–640.
84. Ball K: Attentional problems and older drivers. Alzheimer Dis Assoc Disord
1997, 11(Suppl 1):42–47.
doi:10.1186/1471-2318-12-23
Cite this article as: Jovancevic et al.: A protocol for a randomized clinical
trial of interactive video dance: potential for effects on cognitive
function. BMC Geriatrics 2012 12:23.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
